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internists and famdy~general practlsenors) group, 13% in the C group, and 
25% in ether specialties 
Results: Not suq~lsingly, the C (vs, G) group had higher mean expen- 
ditures ($7,658 v~, $6,407) and wore more hkely to have acute myocardial 
mtarctK~ oe unstab~ ang!n~ than less severe IHD (27% vs~ 22%). The mean 
eXl~'td~um ex~ for t l~ C over the G group, however, was sub=tonically 
greater for the ~o IHD syndromes ($3,114) than for the less severe throne 
IHD condibons ($10~, 
COt1~!~'IL " ~ ~ f  e]IP0ndt~ums O~ p~t~ent~, who chose cardiologiStS 
aS their pf1~pa! I~rO~t(~f~ were predominantly in IHD patients w)lh acute 
~ l  i~a~ and unstab~ angina, two gm~ most likely to have 
beber ~ ou~'omes flora ~ care, 
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~ 0 0  Spe¢laltstl Make a O ~  In the Ma~nt  
of Unexplained Sy~'op~? 
ME Vl0kaL A_ Shanma. D.D Namla, FA Eh~en, J.S. Steinberg St 
L u ~ e ~  Hosp~a~ Cente~ a~ ~ un~rsm/ ~ ot 
~ns and Surgeon~ New ~ N~, USA 
S ~  I~ a Common cause, of eme,~gen(~ loom visits and hosp{tallzal~ons 
The causes of s~ncQpe are vaned, sometimes senous, and often require 
e~denst,,,e oe pro~¢ahve ~k-up  Irene to treatment. G~en current lrends =n 
managed care, we evaluated the effect of speoahst input on the diagnes~s 
and beatment OI syncope. We con(tu¢te0 a chaff re~w of 76 con~=cut~e 
p~s (71 ~= 18 ym, 27 makes) admdtedo~er a 6 me= pened wrth synO0pe. 41 pts 
(Gpt), managed only by a p~qnary pt~/s~m, were compared to 35 pts (Gp2) 
who had Z 1 speoat~t (~an: t~.  e t e ~ ,  neurology) I ~ .  
ResuRs: GlPt ann C_~ were sm~l.~ar mage (74 _+ 16 v'~69 ± 9yrs), history 
el heart d~ease (66% tm 63%), ptmr syncope (24% vs 14% p = 0.09), and 
baseline sinus r ~  (80% vs 74%). There was no difference m the num- 
be[ el non~nvasNe tests (echocard~ogrep~'ty. Ho~ter. carotid Doppler, brain 
m~a~ng. EEG, ,~jnal ap,~raged ECG, cardmc sWess test) performed (2.3 ~- 
1 6 vs 2.4 ± 1.5). Ho~e~er. Gp2 pts were more likely to have specialized 
tests ( ~  Stu~, car~ac catheter ,  bit table) (0 ¢ 0 vs 
0.7 ± 0.8). Impe l ,  G~ pts were Iwce as likely to have a diagrmsls of 
the cause of syncope made (22% vs 49%, p = 0.026) and ~k~-ed therapy 
m~bated (15% vs 37%, p = 0.03). Despite more speoa~.,zed tests m Gp2. the 
rength of stay d~d not drfter i7 ~- 8vs7 ~ 5 days). 
~ :  Cases of syncope m ~ a speoahst was mvok'ed were 
more likely to have an ebotog~ diagnosis ma~*e and appropnate therapy 
m~ated. 
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~-~ Mortality Fol lowing Acute Myocardial  Infarction 
Accord ing  to  Physician Experience, Technical 
Training, and  Specialty 
J.G Jofli$. K.J. AnStrom, JA  Stafford. D.B. Mark. Du~e Chn,¢.3! .~*sea,'c,'~ 
I~e .  Durham. NC USA 
We prev~sty demonstrated a relationship between ao'm=ssmn by a carcliof 
ogist and lower mortality for 8.241 acute myocardial infarc~on pabent5 over 
age 65. TO understand the aslx.cts el speoalty care assooated wdh better 
outcomes, we examined 1 year morlality according to expenence (annual 
number o! acute myocardial infarction admissions per physioan) and tech- 
nical flaming (inve~rve card=oleg~st). After adjusting for patient and hospdal 
characteristics, there was a trend toward lower mortality for more expen- 
enced phy~ioans regardless el speoa~, and substanbally lower mortality 
for physicians hained in cardiac cathetenzation 
Hazard ratio and 95% confidence interval 
Admittin'q physician ~ l  
Cardiology vs. pnmary care ~ I 
Invasive cardiology vs. primary care 
High volume vs. low volume 0.9.0 J 
Medium volume vs. low volume 
I <1---.-- ~- I1~ I 
05 Better 1.0 Worse t 5 
While it is possible that unmeasured patient and hospital factors led to 
the better outcomes, this study suggests that physician factors involwng 
both technical training and experience are associated with improved acute 
myocardial infarction survival. 
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~ Impact of Phyaician Type on Hospltl! Charg~ for 
ORG 127 (Heart Failure and Shock): Heart Failure 
3i~¢iallsts Provide More Coat-ef!U¢livo Care 
D, Chomsky, J Butter, S, Dav~s, K 0able. J,R Wilson VanOed~/T 
Nast~vr/~, TN, USA 
Most patlent~ with f'~P~rt ta=tur0 am currently m ~  by g;/~ys~el,~ 
little specific Oxpedise in hear failure, Trensfemng the ~re O~ ~uCh p~t~l  
to heart failure sPeCialists m~ght i~rove ~ ~nd ( :k~ ~s ,  
To IOst thi~ hypothe~iS, we e~amme¢l t1141z in l~ O! phy~l¢l~rl ~ Oft 
hoepnat charges t~ DRG 127 (heart failur~ and 8ho~k), Froffl 4 /~ to ~]/97, 
764 patients were e~/rn~e0 to Vanderbilt ~ 1  Cemtef ~ heart fmture, 
of whom 2t l  were managed by 3 heart failure specialists (HFS). 159 by 
camlelogmts (C), and 394 by intemim and pnmary ,=.am phy~cmns (PCP). 
Patients managed by HFS had a h~gher aCurty, as e ~  by a ~ r  
motlality fate (HFS: (~=, C: 4%, PCP: 3%) an(] hlgl~r chaq~l~ foe out~ 
(:-$15,(]00 total charges) (HFS; ~9,1S3, C ~-~',643, PCP: ~?.3,767), The 
percentage of outhets was similar m all groups (HFS: 8%, C: t1%, PCP: 
9%) When outtmrs were excluded, to partially correct foe acuffy differences, 
both langth of stay (LOS) and total ~ t  ~:ha.ges were s,gn~ficantly lower 
m patmnta managed by heart tadure Specialists (' p ~ 001, " p .  0.001 vs 
HFS) 
N LOS Changes,Patient 
HFS I~ 32 • ~. s4a~ ~ ~s  
PCP 359 38~:21" $5848 ~: 2810" 
CarO~3k~g=sls 142 37 ~ 2 O" S6474 ± 3007 ~ 
These findings suggest that hear fatture spet3alists treat mpatients wffh 
heart fadure more cost..eftectiveh/than other physician groups. 
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• l 879-5 i Impact of Focal Heart Attack Disclosure Document 
at the Time of Discharge on the Appmpria~ 
Management of  Patients With Acute l l~rd ia l  
In lat~]on 
RH Mollie, E. Notan, S. Dos, G. Keady. D. Karavite, P. Russman, 
K Saran. KA  Eagle. J. Ntcklas. Dnns~on ot Cardeology; UmversRy of 
M~ch~an. Ann Arbor. MI. USA 
We developed a Heart Attack Discharge Summary (HADS) as a document 
to empower parents (PTS) to query pr~sloans (MD) about key elements 
of acute myocardial infarction (AMI) care The PTS and MD re~ewed and 
cosigned the HADS at the time of discharge, documentin~ quality of AMI care 
indicators mcfudlng use of discharge aspirin (ASA), ACE inhibitor's (ACE), 
beta-t.~-kers (BB), lipid lowenng agents (LPA), avo¢dance of calcium-block- 
ers (CB), copy of ECG (ECG) to the FTS, smoking cessation (SC), d~et 
counseling (DC) and outdoabent rehabilitalTon (OR). HADS use was variable 
among MD throughout the study. Thvs analysis examines the relationship of 
using HADS and adherence to key dmcharge goals. 
Method: We studied 611 consecuhve AMI PTS between 3/95 and 2/97 
HADS was completed in 275 FTS. PTS who died (n = 76) and w~h mvsszng 
follow-up (n = 4) were excluded. The mean age was 62 years (357 males 
and 178 tematas). 
ResultS: The table lists % of PTS where quality indicators were met 
N ASA BB ACE LPA 
No HAD.% 256 ~ 90 8 86 56 
HADS 275 99 97 6 95 72 
p value 0 022 0 002 0 01 0 00t 
CB ECG OR SC OC 
No HADS 92 2~ 63 87 96 
HADS 90 70 82 98 96 
p value 0 47 0 001 - 0 001 0 go! 0 63 
Conclusions- 1 HAOS use correlated with higher adherence to quality of 
care mclicators for AMI. 2. PTS empewerment and MD reminders vmpreve 
adherence to quality of care red,caters for AMI. 
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~9~ The of Procedural Skills in Importance Physician 
Management Decisions for Acute Myocardial 
Infarction 
J.G. Jollis. K.J. Anstrom. J.A. Stafford, D.B Mark. Duke Clmrcal Research 
Institute. Durham. NC. USA 
Previous work demonstrated, ira', acute myOCa.~-'= =1 infarction (AMI) pahents 
